Thomson and Miles' Manual of Surgery published in 1909 mentions a further cause of popliteal aneurysms previously very common in post boys-the repeated flexion and extension of the knee in riding. 2 Time will tell if current shoe trends will harm anything other than the wallet.
The personal diary describing a patient's life in a British TB sanatorium in the 1940s reproduced in Raymond Hurt's article (July 2004 JRSM 1 ) reminded me of Betty Macdonald's quite similar experiences in Seattle, Washington, recalled in her much neglected The Plague and I. 2 Macdonald was also a patient in the 1940s and although quite different in temperament from Hurt's protagonist, she also was around thirty when first admitted, was the mother of two small children and was fortunate in having a supportive family. Also like Hurt's diarist, she gives a blowby-blow account of clinical practice at the time. Macdonald's book, however, also contains rich descriptions of the psychosocial histories of the sanatorium's patients and staff as well as providing insight into the difficult adjustments such patients experienced upon their return to the world. Adjustments even more vividly described by Elizabeth Simpson in her account of recovery from tuberculous meningitis some thirty years later. 3 These patients' stories deserve to be remembered not merely for what they teach us of history, but perhaps more importantly for what they say about the ways we all deal with recurrent illness. Modernizing Medical Careers offers ophthalmology an opportunity to restructure our training programmes. Ophthalmology will require approximately 50% of the current number of SHOs if we intend to move towards a run-through training grade. The principal issue is the service workload being undertaken throughout the UK by the remaining 50% of SHOs. This is the problem that needs to be addressed. If the number of SHOs in training were reduced, one would anticipate that a better quality of training would be available to this lesser number of trainees. It is also of great importance that consultant trainers are given sufficient time within their working week to engage with trainees and that the culture of the NHS is not driven by service alone.
Ross Kessel
of patients in need of surgery. Such a queue may be bypassed only by the urgent nature of the existing clinical condition of some of the patients; the others will be served in the order by which they have accessed the system.
The basic characteristic of such a waiting list is that, given a stable number of the populace serviced by that particular institution and occurrence of the conditions requiring surgery, on the one hand, and the 'fixed' narrowness of the 'bottleneck', on the other, the list must grow. For example, if an average of 100 new patients per month is in need of coronary surgery, the hospital can handle only 80 and the waiting list already has 200 patients, then this list has to increase by an average of 20 patients per month and double in ten months.
Does this happen? Not necessarily. Visiting numerous institutions in Europe, I found that in most institutions the list remained steady and the time the patients had to stand in line for surgery remained the same year after year. There were several possible explanations for this. One is that the institution managed to satisfy the ongoing demand but was not able to take care of the already existing waiting list. This is possible but unlikely. Another is that it was 'selfregulating' by attrition. Some patients got tired of waiting and simply got off the list while others sought help at some other, usually private, institution. Some patients whose condition suddenly worsened died while awaiting surgical intervention. Finally, it is indeed possible that the waiting list was artificially maintained, not because of lack of resources, but because the healthcare providers had no intention to make it disappear.
Black indeed lists some of these 'commendable reasons' for the existence of such a 'well-managed' waiting list:
. 'It maximizes efficiency by ensuring steady demand for previous resources, such as staff, theatres and beds'-true indeed . Enhances staff satisfaction and morale by ensuring theatre lists have an interesting mix of cases, and enable training needs to be met-a very weak argument
. 'For some diseases . . . waiting for surgery provides a period of spontaneous resolution of symptoms, therefore avoidance of unnecessary surgery'-true unless it gets worse or the patient dies . 'And for those whose condition does not improve, it allows time to either reconsider their decision, or prepare both practically and psychologically for their operation'-for 3-6 months?
To these 'benefits' of the waiting list system we may add what is an open secret: for many underfunded health institutions the only way to obtain additional budgeting is to have its request justified by a few hundred indignant patients standing in a queue awaiting surgery.
Even if some of the above arguments are valid one cannot help noticing that none serve the interest of the patient, only the needs of caregivers. That fact is well reflected in Black's statement that the 'principal reason people opt for private care is to avoid excessive waiting'. The fact that people are willing to stand in a queue does not mean that they like it. They may accept it because they believe that it is an economic necessity. The harmful effects of surgical waiting lists are not limited to inconvenience but include psychological and physiological harm-especially in the patient population in the queue for diagnostic and therapeutic cardiac interventions. I cannot accept Black's recommendation that 'payers should focus on the number of patients treated rather than the number of patients awaiting treatment'. There is no such thing as a wellmanaged waiting list-only a poorly managed flow of human beings, standing in line, awaiting care.
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